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EDITORIAL NOTE 


If one wished to study how social, cultural, 
political and economic factors determine 
health, or the interaction between the 
physical, psychological and spiritual “‘com- 
ponents” of health, one could scarcely do bet- 
ter than to take the case of an indigenous 
minority people. 


Aboriginal Australians are such a people. The 
sorry state of their health has been document- 
ed and redocumented. The article which fol- 
lows draws a health profile of Aboriginal 
Australians and explores the complex chain of 
events which, starting from the _ historical 
facts of occupation, dispossession and dis- 
crimination, led to, and continues to produce, 
a state of individual and collective physical, 
mental and spiritual ill-health among the indig- 
enous people of Australia. 


What is being done about it? Health services 
are but part of the answer, and Aboriginal 
Australians today are struggling to gain power 
over and responsibility for their own health 
care. But attaining health depends on gaining 
control of all the many factors which deter- 
mine health. Self-determination in all spheres, 
including health care, is the base, and land 
rights the key, to the health and wholeness 
of the Australian Aboriginal people. 


Their story is told in some detail because it is 
so typical of the struggles of indigenous 
peoples everywhere today, whether in North, 
South or Central America, Asia or elsewhere 
in the Pacific. It is also very similar to the 
struggles of other ethnic minorities living 
under oppressive and discriminatory systems 
and structures. 


In writing this story, we have relied heavily on 
what a number of Aboriginal people —respon- 
sible for particular health programmes/services 
and those representing the national Aboriginal 
health coordinating body (NAIHO)—have told 
us. We have also been in close touch with the ~ 
Australian churches and church bodies which 
are actively supporting the Aborignals’ strug- 
gle for justice and their health initiatives. In 
recent years, CMC and other World Council 
of Churches’ staff have visited Australia on 
a number of occasions; two Australian 
Aboriginals attended a CMC Pacific regional 
consultation in 1981; and the CMC has been 
able to assist several community-based health 
services to get started by helping to secure 
some seed money. These and other contacts 
have helped us to gain valuable insights into 
how Aboriginal people themselves perceive 
their health situation and what they see as the 
solutions to their problems. 


The information they have provided has been 
in the form of papers and reports and also 
answers to our questions. A preliminary draft 
of the following article was reviewed by the 
convenor of NAIHO, Alma Thorpe, and her 
suggestions incorporated. 


The message conveyed by the people with 
whom we have been in dialogue has recently 
been condensed into a slogan adopted by na- 
tional representative bodies such as NAIHO 
and the National Aboriginal Conference 
(NAC): “The land is all ours. Pay the rent 
now!"’ For Australian Aboriginals, this is a 
statement of reality and an ultimatum. 


M. Reidy/CMC 


THE HEALTH OF ABORIGINALS IN AUSTRALIA 


Historical Background 


Anthropological theory suggests that Aborig- 
inal people arrived in Australia from Asia some 
40 millenia ago. By 30,000 BC, the whole of 
the continent was settled. The British invasion 
of Australia started on 26 January 1788. 
Along the northern coast, Aboriginals had en- 
joyed trading relations with people from In- 
donesia for some time, but the 1788 con- 
tingent had little interest in trade. The white 
settlers could only harm the Aboriginals since 
they were taking away the basis of Aboriginal 
life: land and food. They assumed that, 
because the Aboriginals did not physically 
Occupy territory, they did not really own it. 
They could not understand the Aboriginals’ 
reliance on hunting and gathering as opposed 
to cultivation and raising animals. They 
assumed that the Aboriginals had no religion 
and were unable to perceive that their whole 
lifestyle was a religious statement. 
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The records of early explorers, the findings 
among Aboriginals pursuing a semi-nomadic 
lifestyle today, and studies of other isolated 
hunting and gathering groups elsewhere 
strongly support the assumption that, prior to 
occupation and colonization, Aboriginals were 
generally in good health. This can be explained 
by a process of natural selection since the 
nomadic life was physically difficult. At the 
same time, this life, carried out in small 
groups, would have contributed to good 
health by discouraging the evolution of com- 
municable disease. It is likely, therefore, that 
Aboriginals had reached a state of ecological 
equilibrium with their environment which pro- 
vided them with a framework for a satisfying 
human existence and kept them in a relatively 
good state of health. 
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During the 150 years 
which followed the 
coming of the British, 
the Aboriginal popu- 
lation of Australia 
suffered a dramatic 
decline. The best 
estimate of pre-colo- 


nization population 
is approximately 
300,000; by the 
1930s, it was 


estimated that this 
had declined to ap- 
proximately 67,000. 
The population of 
those identified as 
Aboriginals at the 
1976 census_ had 
risen to about 
161,000. This overall 
rapid decline was due 
to four principal fac- 
tors: dispossession of 
land with resulting 
famine and malnutri- 
tion, disease, the 
breakdown of cultural 
support systems, and 
massacre. 


The diet of Aborig- 
inals before the com- 
ing of white settlers 
was high in protein, 
roughage and vita- 
mins and low in 
fats and and carbo- 
hydrates. Hunting, 
gathering and dietary 
patterns were highly 
adapted to their way 
of life, and sharing 
practices ensured 
that all obtained food. 
The introduction of 
grazing caused a dra- 


matic ecological 
change in the en- 
vironment. The set- 


tlers’ cattle and sheep 
ate and trampled the 
vegetation, and the 
introduced rabbit 
competed more than 
successfully with the 
smaller marsupials. 
The traditional food 
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sources of the Ab- 
Originals rapidly dim- 
inished. During the 
first half of the twen- 
tieth century, tribal or 
semi-tribal Aboriginals 
were settled into 
church-run missions 
or state settlements, 
sometimes to protect 
them from settlers or 
because of failing 
food suplies, but 
more often for ad- 
ministrative expe- 
diency and because it 
was assumed that 
assimilation would 
occur more easily in 
the settlements. With 
the transition from a 
nomadic to a seden- 
tary life, Aboriginal 
dietary habits deterio- 
rated. Transport was 
difficult, and the most 
cheap, compact and 
non-perishable foods 


were flour, sugar, 
jam, tea and canned 
meat. Aboriginals 
were attracted to 


such a diet because it 
was sweet and easily 
obtainable and_ be- 
cause, being contain- 
ed on reserves, they 
were unable to hunt 
and gather. 


The white settlers in- 
troduced a variety of 
infectious diseases 
exotic to Australia 
which caused death 
and debilitation among 
Aboriginals. Suscepti- 
bility to such diseases 
as measles, smallpox, 
tuberculosis, influenza 
and venereal disease 
and parasitic diseases 
was increased’ by 
bringing Aboriginals 
into close proximity 
with each other and 
white people in mis- 


‘sions and settlements 


where accomodation 


was often overcrow- 
ded and 6 facilities 
for adequate hygiene 
were lacking. Although 
Aboriginals developed 
some immunity to the 
more common child- 
hood diseases such 
as chickenpox, other 
infectious diseases 
continued to play a 
part in their high rates 
of morbidity and mor- 
tality. TB was com- 
mon, and measles epidemics among young 
Aboriginal children brought complications of 
pneumonia and gastroenteritis which were a 
main reason for high mortality rates. 
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The occupation of the Australian continent did 
more than bring new diseases and reduce the 
food supply. The white people dominated the 
, black Aboriginals and, not understanding their 
beliefs and culture, disparaged their way of 
life. Many missions and government settle- 
ments developed a dormitory system in which 
children were removed from their parents and 
held virtually as prisoners. Aboriginals were 
never asked where and with whom they 
should settle, with the result that some set- 
tlements comprised the remnants of tribes 
who were traditional enemies. This fact and 
the overcrowded conditions led to suspicion, 
insecurity, fighting and, occasionally, riots. In 
the settlements and missions, everything was 
done and decided for Aboriginals with the 
result that many lost their desire and ability to 
be self-sufficient, withdrawing into a state of 
apathy. The only safe form of protest was 
passive resistance, often disguised to appear 
as incompetence or stupidity. This phenom- 
enon has been called ‘nstitutionalization”’. 


“In addition to this institutionalization and 
the insecurity and suspicion engendered by 
living alongside a different tribal group, the 
Aborigines were excluded from any real con- 
tact with whites. They were actively dis- 
couraged from travelling into a city and in 
many areas had to get a police permit to do 
so. The end result of this institutionalization, 
social disparagement and sociocultural exclu- 
sion was to help complete the disintegration 
of their society with its accompanying confu- 
sion in their normal patterns of behaviour.’”' 


Finally, competition for land and the subsis- 
tence it offered resulted in bloody conflict. 
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The Aboriginals killed a few whites and the 
whites retaliated. Sometimes this was by 
sporadic killing, but often it was by mass 
murder. Poisoned flour, punitive expeditions 
and wholesale shootings occurred. In 1870, in 
the Darling River area alone, some 400 Ab- 
Origines were rounded up and shot in retalia- 
tion for killing cattle. 


During the early twentieth century, the Ab- 
Original population decline levelled off. The 
land saved the Aboriginals. The huge cattle 
stations had to have Aboriginals to do the 
work. In addition, with Australia during the 
twenties playing a growing role in international 
affairs, to be seen with dying natives in shanty 
towns on the edges of its urban centres 
was bad for its image. Although there was 
no dramatic change in attitudes towards 
Aboriginals, the old policy of neglecting them 
in the expectation of their rapid demise was 
no longer appropriate. White opinion was still 
opposed to full citizenship rights and respon- 
sibilities. The government settled eventually 
for ‘‘assimilation’’. Given that the Aboriginal 
population was no longer declining, the end 
result—the removal of all Aboriginals —was to 
be achieved by westernizing them until they 
reached the point of losing their Aboriginal 
identity. 


Aboriginal health today 


The total disruption of the economic, social, 
cultural and_= spiritual life of Aboriginal 
Australians during the 200 years starting from 
the arrival of white settlers in 1788 and some 
of the effects on their physical and mental 
health have been described. What of 
Aboriginal health today? The current state of 
Aboriginal health has been examined by 
numerous surveys. Reports by concerned 
health professionals, social workers, church 
groups, etc., abound. All leave little doubt that 
the health status of Aboriginals today is 
disastrous. ‘Our ill-health is such that what 
would be obvious ill-health to the white com- 
munity is taken as the normal condition in 
many black communities. ’’2 


In spite of all the studies, there is a con- 
spicuous lack of statistical information on 
Aboriginal health. “It is a measure of the ine- 
quality of the Aboriginal position in Australian 
society that, in a country whose statistics 
rank among the best in the world, there should 
exist a group for whom the statistics are 
as poor as those of most developing coun- 
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tries.'’3 The lack of data stems in part from the 
now-repealed section of the Australian Con- 
stitution which, until 1967, excluded 
Aboriginals from official statistics. In addition, 
state and territory legislation does not current- 
ly allow for the registration of vital statistics 
by race. In 1973, federal and state health 
ministers endorsed a policy of collecting na- 
tional Aboriginal health statistics. Despite this, 
there is still no single health category where 
Aboriginal statistics are available nationally. 
What statistics do exist relate to particular 
states. For example, the Aboriginal infant 
mortality rate in Queensland and the Northern 
Territory, despite an overall improvement, is 
today three to four times higher than that for 
Australia as a whole. The first report of the 
National Population Inquiry (1976) calculated 
life expectancy of Aboriginals at birth to be 
50 years. This compares with figures for 
Australia as a whole of 69.3 years for males 
and 76.3 years for females. 


In spite of the lack of accurate national statis- 
tics, the continuing ill-health of Aboriginal 
people is evident, and it is important to look at 
why this is so. Dispossession and discrimina- 
tion remain facts of life for Aboriginals today. 
Why and how do they lead to ill-health? What 
are the continuing effects of dispossession 
and removal from their traditional lands? 


“The total spectrum of the historical dis- 
possession of Aboriginal Australia is still pre- 
sent.’’4* The majority of Australian Aboriginals 
live in the north and central parts of the conti- 
nent. The largest numbers live in Queensland, 
and one in ten Aboriginals lives in the poorest 
suburbs of Melbourne and Sydney. The spec- 
trum ranges from tribal groups living relatively 
undisturbed on their land; groups whose way 
of life is now threatened by the arrival of min- 
ing interests; tribal groups dispersed and 
removed from their land on to reserves, or liv- 
ing on the fringes of mining camps, pastoral 
stations or country towns; people born away 
from their traditional land and tribal traditions; 
to totally detribalized people who have never 
known their traditional land. 


For Aboriginal people, land is the religious and 
economic foundation of society. ‘‘We have 
been told over and over again by Aborigines 
that land is their spiritual heritage. It is part of 
their being a people. Land was the basis of all 
relationships with Aboriginal human and 
physical environment. Land defined the clan, 
its culture, its way of life, its fundamental 
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According to Aboriginal belief, all life, human, 
animal and inanimate, is part of one unchanging 
interconnected system of relationships which can 
be traced to the great Spirit Ancestors of the 
Dreamtime. 


Aeons ago, when the earth was barely formed, 
these great spirits, in both human and animal 
form, made their dramatic entrances onto the bar- 
ren landscape. Some, like the giant serpents, 
came from beneath the ground and created huge 
ridges, mountains and gorges. Others came from 
the sky or distant islands. After their arrival, the 
spirits made their epic journeys across the land, 
creating rivers, trees and rocks and naming 
plants and animals as sacred species for their — 
descendants. Although the legends give them the 
appearance of animals and plants, the spirits 
behaved like human beings: they pitched camp, 
built fires and cooked food, dug for water, per- 
formed ceremonies, made love and gave birth to 
children. They differed only in that wherever they 
stopped, they left behind them features of the 
landscape which remain today. 


This ancient era of creation is called the ‘‘Dream- 
time’; it continues as the “Dreaming” in the 
spiritual lives of Aboriginal people today. Each 
man and his family still claim descent from a Spirit 
Ancestor. The path of the ancestor as he 
wandered the land forms that man’s own Dream- 
ing path and, at various times in the year, par- 
ticular rocks, waterholes, trees or caves which 
mark the route are visited for the performance of 
ceremonies, enacting the journey and events of 
the Dreamtime. These are danced in mime form 
by living embodiments of Dreamtime creatures, 
each painted and elaborately decorated with sym- 
bolic designs. Song-poetry, chanted incessantly 
to the accompaniment of the didjeridu* or 
clapsticks, relates a story of the events of those 
early times and brings the power of the Dreaming 
to bear on life today. 


*long wooden wind instrument. 


rights, its religious and cultural ceremonies, its 
patterns of survival and above all, its iden- 
tity’. The myths and legends of Aboriginal 
groups and clans express this mystical link 
between people and land. (See box, above.) 
Thus, the denial of ownership and use of their 
land, the removal to settlements and forced 
assimilation not only deprived Aboriginals of 
food sources and spiritual strength, but also 
eroded the basic social structure of their com- 
munities, including authority structures and 
social control, languages, kinship obligations, 
child-rearing and other sociocultural beliefs 
and practices. The end result was the dis- 


integration of the tribe and the family, and loss 
of identity. Having no home which they see as 
permanent and inalienable, cut off from their 
“Dreaming”, Aboriginals crowd together in 
depressed and apathetic groups. In set- 
tlements where everything is done or decided 
for them, many fall into the state of learned 
helplessness (or “‘institutionalization’’) des- 
cribed above. Living on _ social security 
payments, they lack the confidence or the 
motivation to create more healthful living en- 
vironments. 


Like other minority groups living' in a state of 
material poverty, spiritual depletion, power- 
lessness, without the support of traditional 
social structures and suffering from discrimi- 
nation from members of the dominant society, 
Aboriginal Australians have a very high in- 
cidence of stress-related diseases. Before 
contact with white people, Aboriginal society 
was one of the few which did not brew an 
alcoholic beverage. Today, alcohol is one of 
the major symptoms of the health problems 
facing Aboriginals and, in many areas, it is the 
most immediate threat to their survival. 
Another more recent ‘‘maladaptive”’ response 
to high stress is petrol-sniffing, especially by 
children and adolescents. Other stress-related 
conditions such as depression and anxiety, 
hypertension, aggressive outbursts, etc., are 
common. 
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There is a strong tendency in the dominant 
Australian society to blame the victim rather 
than the structures and tools of oppression 
and injustice, and also for the victim to accept 
this interpretation of his/her ill-health. A 
NAIHO position paper refers to the continuing 
residual effect of colonization within 
Australian institutions and society affecting 
not only the psyche of the white oppressor 
but, in many instances, the mind of the op- 


pressed. “‘The psychological stance of black 
people was that of believing that the white 
man, because of his technology, knew all the 
answers. Obviously that is not so because 
white society is in crisis now.’’6 


A story told by a young Aboriginal of his battle 
with alcohol highlights the agony of blaming 
oneself for one’s illness. He had been told by 
Alcoholics Anonymous to concentrate on cor- 
recting his own faults, on pulling himself 
together rather than looking for external 
causes. In reality, the staff in the rehabilitation 
clinic were ignorant of the reasons for his 
breakdown and insensitive in their dealings 
with him. His correct perceptions of injustice 
kept surfacing in spite of his efforts to sup- 
press them. Finally, he rejected the personal 
blame, left the clinic and, with the support of 
an Aboriginal organization, found a job and 
regained his self-respect. Realizing that he 
was not to blame was so liberating that it gave 
him the courage to confront and overcome 
both his handicap and some of the injustice. 
Not all Aboriginals suffering from stress-relat- 
ed illness are so lucky. (See box below.) 


In December 1979, Alwyn Peter killed his 
girlfriend Deirdre on the Queensland reserve of 
Weipa. He and Deirdre had been drinking with 
friends. An argument occurred and Alwyn stab- 
bed Deirdre. The story is all too common: 
Queensland reserves have the highest homicide 
rates in the world. 


Alwyn was born at Mapoon Mission. Early in life, 
he developed ear trouble and, when the mission 
closed, his parents moved to Weipa to get medical 
treatment for him. The family separated from the 
grandparents, left their old way of life behind and 
entered a big new community of people from dif- 
ferent tribes and clans. Alwyn never settled into 
school, his ears did not improve and his father 
worked only occasionally. The COMALCO mining 
company was expanding its alumina mining pro- 
ject at Weipa. Alcohol became a feature of family 
life. Alwyn spent several months in city hospitals. 
His family moved again to be with the grand- 
parents. Alwyn was often in trouble at school for 
fighting with Islander* children. 


During his teenage he had to leave school as a 
result of his fighting and temper tantrums. He 
never kept a steady job and his father continued 
to drink more. By 1972, Alwyn’s mother decided 


* people formerly living on small islands off the north coast of 
Australia who subsequently moved to the mainland where 
they constitute distinct ethnic groups. 


that the family should return to Mapoon. After a 
ten-day walk during the wet season, the family 
arrived to find that their old home and other 
buildings had been destroyed. The manager of 
Weipa South insisted that they move back there. 
At Weipa South, fights between Mapoon and 
Weipa Aborigines were common. A canteen had 
been set up and a hotel built at the nearby white 
settlement. Drinking became a much bigger prob- 
lem. COMALCO made work available, but the 
Peters would only work for a short time before 
returning to Mapoon for a hunt or staying in 
Weipa for a drinking escapade. 


By the time Alwyn met Deirdre, he had failed at 
school, in the job market and was out of place 
both at Weipa and Mapoon. While Mapoon was 
his land and he could feel at peace there, he had 
lost touch with the traditions of his forefathers 
and blamed his own father for not teaching him 
his tradition. Despite his love of Mapoon, he was 
attracted to the action in Weipa. While there, he 
would drink to excess, fight and steal cars. The 
canteen was open most of the day. When the 
young people got drunk, they commonly attacked 
loved ones or even themselves rather than 
strangers. Self-mutilation with guns and knives 
was frequent—a clear indication that Alwyn and 
his contemporaries saw life on the reserves as 
worthless. 


Expert evidence in the Alwyn Peter case showed 
that Alwyn was highly intelligent, that he loved 
Deirdre, that he failed to understand why he often 
mutilated himself, that he loved and respected 
his father’s tribal gound, that he could do without 
drink or work but not without his land or his tribal 
elders to teach him who and what he is.® 


Deprived of land—their economic base— 
many Aboriginals in both rural and urban areas 
are caught up in a vicious cycle of poverty 
that is reinforced by the discrimination and 
inequalities in education and employment 
which bar them access to the economic sec- 
tor of Australian society. The only education 
available to Aboriginal children—that offered 
by the dominant culture —is largely unsuited to 
their needs. ‘‘The education system in 
Australia has and still is failing the Aboriginal 
people. This has been the result of Aboriginal 
people being denied the opportunity to deter- 
mine their own futures in education. The 
education system still reinforces negative and 
racist attitudes in a classroom and it has yet to 
teach a true account of Australian history. 
... health problems (are a major cause of) the 
low performance of Aboriginal and Torres 
Strait Islander children in the present school- 
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ing system, (a fact) which is not recognized by 
any education department in Australia.’’” 


Thus, as well as direct discrimination against 
Aboriginals in employment, they also fre- 
quently lack the necessary educational qualifi- 
cations. In turn, their willingness to work is 
adversely affected by this double discrimina- 
tion. The result is loss of self-respect and self- 
reliance. Relegated to a_ socially and 
geographically marginal lifestyle and without 
independent resources, many Aboriginals sub- 
sist on shared social security payments which 
are frequently inadequate or mismanaged. 


Most rural Aboriginal communities lack ade- 
quate water supply, sewerage and sanitation, 
housing and electricity. A survey of 25 larger 
rural communities in the Northern Territory 
revealed that 57% of the population did not 
have an adequate water supply, while 63% 
did not have access to a functioning lavatory. 
A housing survey carried out by the Aboriginal 
Health Section of the New South Wales Health 
Commission in 1976 revealed that more than 
half of the Aboriginal population in that state 
lived in conditions that were detrimental to 
physical and social health and would be unac- 
ceptable by standards normally applied to the 
white population. A 1979 survey in Queens- 
land reserves showed that the average 
number of people per house was Q, that 63% 
of the houses were totally unacceptable, 34% 
acceptable but in urgent need of repair and 
3% on par with white Australian standards. A 
team from an Aboriginal community-control- 
led health service in Queensland “’... located 
Aboriginal families and individuals living in 
laundries, plastic sheeting shelters, rusty iron 
shanties, under railway cars, behind city 
dumps, under trees and along riverbanks in 
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addition to the more European-style houses... 
Whilst over a third of the community is 
homeless, 63% of the houses available to the 
Aboriginal community are totally unaccep- 
table by European standards. 97% of the 
houses available are overcrowded.’’8 


In urban areas, overcrowding is the most im- 
portant environmental problem for Aborig- 
inals. This arises not only from poverty, but 
also from socio-cultural factors including the 
kinship ethic by which Aboriginals accom- 
modate visiting relatives and members of their 
clan or tribe. This points to the fact that the 
unhealthy environmental conditions in which 
Aboriginals live are the result not only of their 
dispossession and poverty, but also of the 
pressure to assimilate which dictates how 
Aboriginals are to live. In many cases, 
Western-style housing is totally inappropriate 
to Aboriginals’ needs. Many Aboriginal groups 
and individuals do not wish to settle per- 
manently in one location. Individuals and 
families may shift because of inter-group fric- 
tion, living conditions, change in the composi- 
tion of the family, or for a variety of other 
reasons. Aboriginal communities are in flux as 
they seek to reassert traditional affiliations 
and find new and better lifestyles and living ar- 
rangements. Thus, their housing needs may 
range from fixed conventional housing to 
movable shelters. 


Considering only the physical deficiencies of 
their environment, it is small wonder that high 
rates of ‘‘underdeveloped-country diseases” 
are found among the Aboriginal population. 
The main physical diseases from which they 
suffer today are: 


— Intestinal infections, mainly gastroenteritis 
because of contaminated water supplies, 
inadequate hygiene, overcrowding and 
malnutrition; 

— Intestinal parasites, particularly among 


children, including protozoal parasites, 
hookworms, roundworms and_ thread- 
worms; 


— Respiratory infections including upper and 
lower tract infections, chest infections and 
airway diseases, due to low standards of 
personal hygiene, malnutrition, overcrowd- 
ing, excessively smoky atmosphere and 
lack of water. As they recur, they lead to 
chronic bronchitis, middle-ear infection and 
drum perforation. (The National Trachoma 
and Eye Health Program found that the 
prevalence of middle-ear infection was 
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Aboriginal people learn about their eyes from the 
National Trachoma & Eye Health Program’s manual. 


15.7 times higher for Aboriginals than for 
non-Aboriginals.) 

— Trachoma, which is_ highly prevalent 
among Aboriginals and is aggravated in 
hot, dry and dusty environments where 
secondary infection occurs due to unsatis- 
factory hygiene and flies. (Of the 61,700 
Aboriginals examined by the National 
Trachoma and Eye Health Program in 1975, 
trachoma was present in 23,600-— 
38.3%.) 

— Skin diseases including leprosy, ringworm, 
scabies, head lice, infected insect bites, im- 
petigo, eczema or dermatitis and chronic 
ulceration, most common among children. 
(At least 3% of Aboriginals in the north- 
west of Australia have or have had 
leprosy.) 

— Malnutrition: The deterioration in 
Aboriginal diet and eating habits was 
described earlier. Aboriginals prefer fresh 
foods rich in minerals, vitamins and pro- 
tein, such as small game, roots, leaves and 
berries found in the bush and sea foods, 
but these are now either hard to obtain 
or too expensive for large low-income 
families. The resultant diet, which is high in 
carbohydrates and low in proteins, vitamins 
and minerals, not only causes obesity, 
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diabetes, cardiovascular disease and dental 
caries, but interacts with infections to 
debilitate both children and adults. A 
1969-1974 survey in South Australian 
Aboriginal communities showed _ that 
diabetes, for example, was 20 times 
greater among Aboriginals than  non- 
Aboriginals in the 20-39 age group and 
10 times as high in the 40-59 age group; 
obesity was found to be twice as common 
and cardiovascular disease 5 times more 
prevalent. Anaemia in Aboriginals is from 
10 to 20 times more common than for non- 
Aboriginals and often more severe. 


Effectiveness of existing health care ser- 
vices and programmes 


Health services for Aboriginals * include con- 
ventional services available to the general 
population, including the Flying Doctor Ser- 
vice, and mission- and state-run programmes 
specially designed for Aboriginals. These ser- 
vices are generally curative with the onus on 
the patient to seek treatment. They provide an 
adequate service for those Aboriginals who 
are integrated into Australian society, but 
most Aboriginals are reluctant to use them. 


Existing health services have been effective in 
reducing the prevalence of smallpox, typhoid, 
diphtheria, _ whooping cough, malaria, 
measles, rubella and poliomyelitis which 
reached epidemic proportions among Aborig- 
inals in the past. They have not been effective 
in reducing recurring respiratory and intestinal 
infections, diabetes, obesity, cardiovascular 
disease, alcoholism, depression and other 
psychological disturbances and_ venereal 
disease. 


There are a number of important reasons for 
the failure of existing services to meet the 
health needs of Aboriginal people. Perhaps the 
most important is that these services in 
general fail to take into account the many non- 
medical determinants of Aboriginal health 
discussed earlier in this article. Their highly 
professionalized, technology-dependent and 
centralized approach is an_indication of this 
“blindness” and is mostly inappropriate to 
Aboriginal needs and lifestyles. Very often, 
conventional services are characterized by 
paternalism and assimilationist objectives. 


*as distinct from Aboriginal-controlled services. 
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These can be clearly seen in the attitudes of 
professional staff towards their Aboriginal pa- 
tients and by their ignorance of (or sometimes 
hostility towards) Aboriginal attitudes to 
health and illness. 


Professor Fred Hollows, director the of the 
National Trachoma and Eye Health Program, 
has this to say about the failure of existing 
health services to come to grips with either 
the root causes of Aboriginal people’s ill- 
health or the kinds of basic structural changes 
both within and outside the health care 
system needed if their health is to improve: 
“‘The responses by white Australia to Aborig- 
inal medical needs have been varied... (One) 
response ...is to see Aboriginal disease as be- 
ing due to ignorance... Yet | know the great 
extent to which Aborigines are corporately in- 
volved in thought and discussion about health 
matters ...1 have been profoundly impressed © 
by their real knowledge of the extent of their 
own disease patterns...Another white 
response is to start Aboriginal health worker 
training programmes...Mostly, the level of 
skills transferred and degree of medical com- 
petence and independence are very deficient. 
This system so far has been a form of medical 
peonage...Another response is to concen- 
trate resources on those parts of Aboriginal 
society considered most tractable, that is, 
the women and children... This approach 
reminds Aborigines of the utilization of Ab- 
original women that occurred during the fron- 
tier days and of...times when Aboriginal 
children were forcefully taken from their 
parents...It does not use the male leadership 
so typical of Aboriginal community structure. 
Another approach is the family planning ap- 
proach. Here, the theory is that Aborigines 
(suffer from) ill-health because they have 
too many children. (Huge sums of money 
allocated by government to separate birth 
control services has) failed to deliver signifi- 
cant birth control, let alone give other signifi- 
cant benefits. Its racism was clearly seen by 
the Aboriginal people. Yet another approach is 
to select out some single aspect of Aboriginal 
health and direct resources exclusively to this 
entity. (Such a one-off project response is) 
often very divisive and derogatory to the 
Aboriginal community. State and, until recent- 
ly, federal bureaucratic systems have been set 
up specifically to administer medical services 
for Aborigines. The hallmarks of these 
systems have been that they are very expen- 
sive, top-heavy and provide mostly a low-level 
primary care service.’’? 


Professor Hollows concludes: ‘‘The basic fault 
of all these responses is that they are not part 
of, nor do they work towards, the essential in- 
gredient of improved Aboriginal health, that is, 
the liberation of the Aboriginal people... they 
are all part of the system that is suppressing 
Aboriginal aspirations for independence and 
the re-establishment of the Aboriginal nations 
of this continent.’’? 


Governmental responsibility for Aboriginal 
health services has shuttled back and forth 
between the Federal Government and the 
States. Prior to 1967, Aboriginal health care 
was the province of the various State Aborig- 
inal Affairs Ministries. In 1967, after a national 
referendum, the Constitution was changed to 
give the Federal Government authority over 
Aboriginals. The Government began injecting 
more money into Aboriginal affairs and health 
care in particular. However, Aboriginals not 
organized to take advantage of this had to be 
content with the state governments gobbling 
up the lion’s share of these allocations and 
thereby setting a precedent for future funding 
levels. The balance of power over funds for 
Aboriginal health, therefore, presently lies 
with the States. This causes misgivings to 
many Aboriginal people who see individual 
States exerting a stronger brake on their 
aspirations towards self-determination than 
the Federal Government. On the other hand, 
many Aboriginals also distrust the latter’s 
stated policy of ‘‘Aboriginalization of existing 
health services”: ‘‘What is the possibility of 
one Aboriginal liaison officer (or even 10), 
commonly based in a social work unit, having 
a real and lasting effect on the methods and 
approaches to health care delivery in any 
public hospital, whether other staff number 
50 or 500? But this is what Aboriginalization 
of existing services means—an Aboriginal 
staff facade to an elitist institution... ‘* 


As part of the system which blocks Aborig- 
inals’ aspirations for independence and 
which thus causes their ill-health, the racism 
and paternalism of most existing health ser- 
vices, whether conscious or not, is reflected in 
the attitudes and behaviour of their staff. 
Australian health professionals come over- 
whelmingly from middle- and upper-middle- 
class backgrounds. They receive a medical 
education which concentrates on the physical 
pathology of illness. This does not promote 
any real understanding of the social systems, 
values and psychology of people whose life- 
styles differ from their own. Most know little 


of the history and health beliefs and practices 
of Aboriginal people. 


Traditional Aboriginal attitudes to health and 
illness differ quite markedly from those of the 
predominantly Western culture of Australia. 
Aboriginals do not view health as an inalien- 
able right. While they feel great sadness at 
death and seek to alleviate pain and illness, 
they view themselves as subject to spiritual 
forces outside themselves and thus accept ill- 
ness, deformity and disability more readily 
than most white Australians. Their attitudes 
to health and illness have also been affected 
by their experience of continuing sickness. 
People who suffer pain and discomfort more 
or less continually inevitably cease to com- 
plain about conditions which they feel cannot 
be alleviated. 


Good health is traditionally seen as resulting 
from harmonious relationships with the 
physical, human and supernatural environ- 
ment. Sickness results from disruption of 
these relationships. The illness of the _ in- 
dividual affects the whole tribe and the tribe 
should, therefore, be involved in_ the 
therapeutic process. 


Aboriginals fear dying far from home or birth- 
place and dread the spirits of people who have 
died away from their traditional land. Such 
spirits cannot find their way back to their 
homelands to await rebirth and thus are lost to 
the community forever. This is a particular 
blow when it involves the death of an aged 
person who has been a repository of tribal law 
and knowledge. Such people ‘die away from 
their Dreaming’’. Their life force is separated 
from that Dreaming and it is weakened, to the 
eternal loss of all survivors. 


In many Aboriginal communities, there is a 
clear demarcation between women’s and 
men’s. business. All gynaecological and 
obstetric matters are dealt with by women. In 
addition, certain categories of people, such as 
a brother and sister, or a mother-in-law and 
her son-in-law, must avoid close physical or 
social contact. 


Since most existing health services fail to take 
account of and deal with such beliefs and 
practices, they are particularly forbidding and 
lonely places for Aboriginal patients. Ignorant 
of, or even hostile to, such beliefs and at- 
titudes, white health professionals in these 
services make cross-cultural mistakes and 
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grow more impatient in their dealings with 
Aboriginals who, in turn, do everything possi- 
ble to avoid contact with them. “It is not 
medical technology that is such a misfit in the 
health care of Aborigines as it is that so many 
white professionals by training and personality 
are unfitted for working with Aborigines. They 
talk and act as if they are programmed for 
failure ... more Aborigines die as the result of 
this ethnocentric sociomedical blindness than 
do so because of a failure to diagnose an ill- 
ness or to apply to it the correct medical treat- 
ment...It is unfortunate and sometimes 
tragic that this type of medicine is often ap- 
plied so late. Too many Australian doctors and 
nurses regard late presentation of illness as a 
manifestation of Aboriginal fecklessness. Few 
consider that their judgemental attitudes and 
actions could have contributed to an 
Aborigine postponing, for as long as possible, 
a medical consultation.‘ 


In 1979, the Wu Chopperen Aboriginal com- 
munity-controlled medical service conducted 
a survey into Aboriginal health in an area of 
rural Queensland. 30 townships and reserves 
were visited by a survey team composed en- 
tirely of Aboriginals and Islanders. 722 inter- 
views, covering 4413 people, were con- 
ducted. One focus was existing health 
facilities and how they were answering the 
health needs. It was found that the hospital 
casualty (emergency) department was the 
most frequently used conventional service. 
Respondents reported that their attempts to 
seek treatment were often frustrated by the 
rudeness of staff who frequently ignored, 
misunderstood or talked down to them. It was 
not only the staff who insulted them. On 
many occasions, other persons attending 
casualty were the offenders. Typical remarks 
from patients were: ‘‘What are you looking at, 
darkie?”’ “Gee, those kids are filthy.’” Hospital 
staff might make comments like: “Don’t you 
look after them (children) properly?” or “He 
doesn’t look sick to me.” or ““Can’t you speak 
English 2’’8 


Many Aboriginal respondents complained of 
having to wait much longer than other patients 
with no explanation being given. Misunder- 
standings often occurred as a result of saying 
what they thought the medical staff*wanted 
them to say, to their inability to keep up with 
professional expectations, to difference in 
language and to being in a strange situation. In 
such circumstances, despondence and anger 
set in, and then hopelessness. Many ex- 


10 


amples of paternalistic attitudes on the part of 
medical staff were cited, especially a lack of 
attention to the black client’s attempt to ex- 
plain his/her situation, with the onus on them 
to catch what the doctor was saying. 


Small wonder that, with a life-long experience 
of being misunderstood and discriminated 
against in hospitals and doctors’ surgeries, 
many Aboriginals are particularly reluctant to 
use existing conventional health services. 


Self-determination 


The past 15 years have seen remarkable poli- 
tical and cultural development among 
Aboriginal Australians. Aboriginals have taken 
the initiative in| demanding political and | 
economic changes which will allow them to 
live both as equal citizens and as a distinct 
people with their own ethnic identity. The key 
word in the struggle is self-determination. As 
Aboriginal culture and lifestyle is communal, 
this means communal self-determination. It 
means land repossession, access to economic 
independence, assertion of Aboriginal culture 
and the cultivation of an Aboriginal identity. 


A number of Aboriginal organizations have 
taken the lead in this struggle. The foremost 
Aboriginal organization was the Federal 
Council for the Advancement of Aborig- 
inals and Torres Strait Islanders (FCAATSI), 
formed in 1959. The success of the 1967 
Referendum was partially due to FCAATSI, 
and it launched a nation-wide land rights cam- 
paign in 1968. It played a brave advance role 
in expressing black aspirations, but became 
less important in the 1970s with the develop- 
ment of regionally-based organizations. In 
1978, it reformed itself as a wholly black 
organization taking the new name of National 
Aboriginal and Islander Liberation Move- 
ment (NAILM). 


The Labor government of 1972-5 established 
the National Aboriginal Consultative Commit- 
tee (NACC), now called the National Aborig- 
inal Conference (NAC). It grew out of the 
Aboriginal people’s wish for a_nationally- 
elected ‘‘parliament’”’. It must contend with 
the Federal Government's efforts to control it 
through financial and political restrictions, and 
it is not totally representative since some 


Aboriginal communities saw it as an imposi- 
tion. The NAC is currently fighting to build an 
administrative structure. 


The National Aboriginal and_ Islander 
Health Organization (NAIHO) is the national 
umbrella body representing all Aboriginal 
and Islander community-controiled and -based 
health services. Formed in 1974, NAIHO has 
existed totally independently of any govern- 
ment funding. On a practical level, its most 
important task is to help communities which 
desire their own health services to set them 
up and maintain them. Help is sometimes 
financial, but basically involves the mobiliza- 
tion of the experience of the longer-estab- 
lished services. Medical and dental personnel 
are recruited, health and nutrition education 
courses organized, health monitors, equip- 
ment and advice on funding submissions, 
etc., provided and the experiences of the 
various health services shared. When a com- 
, munity or service is threatened by interference 

from a state or federal government body, 
NAIHO coordinates and_= supports their 
defence. The full NAIHO executive has a 
representative member from each of the in- 
dividual community health services around 
Australia. On a more theoretical level, NAIHO 
formulates national Aboriginal health policy 
objectives and strategies. The basic tenents of 
this policy are self-determination, land rights 
and compensation, community control of 
health, nutrition, and agricultural education 
services, and primary health care as defined at 
Alma-Ata, USSR, by WHO/UNICEF in Sep- 
tember 1978. 


Organizing widely scattered groups of Aborig- 
inals has presented its own problems. The 
distances involved are vast, and these 
obstacles are compounded by white hostility. 
Cattle stations, missions and reserve adminis- 
trations have often prevented “‘their’’ Aborig- 
inals from organizing. “‘Faced with these ob- 
stacles, the emergence of the Land Councils 
over the past years has been all the more 
remarkable. (The eight existing Land Councils) 
announced their federation in November 1981. 
The largest is the North Queensland Land 
Council, which has a history of continuous 
and vigorous opposition to the Queensland 
Government’s persistent refusal to grant any 
land rights whatsoever to their constituents. 
The Councils are democratic and flexible in 
operation.’’'° 


The main struggle of the Aboriginal people has 
been in gaining permanent communal rights to 


land, i.e., inalienable freehold rights vested 
in a responsible Aboriginal body. Today, a 
powerful threat to Aboriginal land autonomy 
are mining companies in alliance with govern- 
ment. Since World War II, Australia has been 
recognized as a mineral-rich nation with most 
of the discoveries in the north and west, 
mostly on or near Aboriginal land. Minerals on 
all privately-owned land remain the property 
of the Crown, and it is the government which 
has the power to grant leases to mining com- 
panies. Their use of devastating stripmining 
techniques removes topsoil and with it trees, 
rocks, streams, meeting places, hunting 
grounds, sacred sites and their interlinking 
paths. 


The struggle for land involves changing pro- 
perty laws, effected and administered by the 
Federal and State Governments. Progress has 
been uneven in this struggle. Aboriginals have 
based their land claims on four main premises. 
Firstly, they have claimed right to traditional 
land, i.e., where Aboriginal tribespeople have 
been in continuous occupation. This has been 
the easiest claim to make, and several such 
claims have been successful in the Northern 
Territory and South Australia. Secondly, they 
have claimed land on the basis of colonial 
association, i.e., they were pushed on to 
reserves, but now wish to own and manage 
them. This requires detailed historical re- 
search. Thirdly, land is claimed on the basis of 
need, which involves chanelling detailed ap- 
plications through a bureaucratic maze. Such 
efforts have been seriously blocked in Western 
Australia and Queensland. Finally, Aboriginals 
have asked for compensation for stolen land 
and past sufferings, so far unsuccessfully. 


Most recently, the National Aboriginal Con- 
ference has been working to draft a ‘’Makar- 
rata” (treaty) to be negotiated between the 
Aboriginal people and the Federal Government 
of Australia. The Makarrata is based on recog- 
nition of Aboriginal sovereignity and prior 
ownership of what is now known as Australia. 
Since May 1981, scores of community meet- 
ings have been held throughout several states 
to discuss the content of the Makarrata. 


Demands to be incorporated include: 

— Lands set aside for Aboriginals since colo- 
nization (i.e., reserves), or equivalent and 
adjacent land, to be acquired by the Federal 
Government and given to Aboriginal com- 
munities in perpetuity with inalienable free- 
hold title; 
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DISTRIBUTION OF ABORIGINAL PEOPLE, 
RESERVES, MINERALS AND MINING 
IN AUSTRALIA 


WESTERN AUSTRALIA 


26,126 


7% ® 
10,714 represents total 4 


number of Aboriginals 
in State 


WESTERN 


AUSTRALIA 4 


represents 1,000 rural 
Aboriginals 


represents 1,000 urban 
Aboriginals 


Approximate distribution 
of Aboriginals today 


Aboriginal Reserves 
of Land Trust Areas 
(shown to scale) 


Reserves or LTA too 
small to show to scale 


Location of mining 


BAUXITE Eastern Arnhem Land (1968) Stripmining. 
MANGANESE Groote Eylandt (1966) Stripmining. 

BAUXITE Aurukun (1975) Stripmining. 

BAUXITE Weipa and Mapoon (1957) Stripmining. 

DIAMONDS Oombulgurri (1976) Quarrying/Underground mining. 
URANIUM Yeelrie (1978) Stripmining. 

IRON ORE Pilbara (1965-75) Quarrying. 

URANIUM Western Arnhem Land (1978) Quarrying. 

State boundaries 10,714 
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— All vacant Crown land, national parks and 
forests to be likewise given to Aboriginal 
communities whose traditional jurisdiction 
prevails; 

— Within such territories, rights to self- 
government, customary law, hunting, fish- 
ing, timber, mineral and other resource 
rights, as well as tax exemption for 195 
years to be granted; Aboriginal-controlled 
schools, banks, health and legal aid ser- 
vices to be established; 

— Freehold title and full ownership of all 
houses currently occupied by Aboriginal 
people to be given to them; and 

— Payment to be made to the Aboriginal 
people of 5% of the GNP for the next 
195 years.’ 


Pending the Federal Government’s recognition 
of the principles of sovereignity and prior 
ownership of the land, the NAC encourages 
negotiation with individuals and organizations 
who _ presently “own land in Australian 
terms’’. The aim is to have such parties sign 
lease agreements holding them to refraining 
from further damage to the land or property, 
flying the national black flag, paying rent and 
settling disputes with the lessor by submitting 
them to the NAC Lands Disputes Committee. 
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Certain State NAC Land Councils and other 
Aboriginal organizations have begun negotiat- 
ing along these lines. Backup activities include 
commissioning of maps of traditional areas 
which identify tribal claims, significant sites, 
usage, etc. and compiling genealogical lists of 
the descendants of various tribal groups. 


The “outstation” or ‘““‘homelands’””’ movement 
is another expression of the desire of many 
Aboriginals to move back to their traditional 
lands and away from the effects of settlement 
life or proximity to large non-Aboriginal com- 
munities. Its success depends on the continu- 
ity and control guaranteed by land-ownership. 
There is little statistical evidence on the effect 
of outstations on Aboriginal health. However, 
on the basis of observations of health person- 
nel and the views of Aboriginals living on 
these outstations, the move has promoted 
traditional values, beliefs and education 
which, in turn, has reinforced pride in 
Aboriginal identity and indigenous social con- 
trol systems. It has encouraged ‘intergroup 
affiliations, rights and duties such as sharing 
resources and labour, which provide the 
organizational infrastructure for community 
development activities. Secure within the 
boundaries of their own land and removed 


from the pressures of unrelated groups, 
leaders are more able to exert their authority 
and control such disruptive behaviour as 
alcoholism and _ petrol-sniffing. Community 
members often budget carefully to obtain 
material goods and may pool their resources 
to purchase capital items for the benefit of the 
entire community. The movement has also led 
to a reduction in infant and child diseases. 


Aboriginal community-controlled health 
services | 

The springboard in the struggle for self-deter- 
mination has been the inception of Aboriginal- 
controlled health services. Self-determination 
in health care (or other areas such as legal ser- 
vices or housing cooperatives) is not, how- 
ever, seen as an end in itself. “All of the pro- 
grammes that exist in Aboriginal communities 
...are short-term. They are survival pro- 
grammes. They are there because Aboriginal 
people put them there. Because Aboriginal 
people need them there. Because Aboriginal 
people are there controlling them. There can 
be no criticism of these programmes because 
they are part of us, not apart from us. But! 
they are not the final solution. They cannot 
exist forever. They should not have to.’ 
Rather, they are viewed as an alternative to 
nostalgia and revivalism, as a method of 
strengthening Aboriginals’ own systems, as 
providing assistance, acting as advocates, af- 
firming the value of shared customs and 
beliefs and thus assisting positive self-identity 
growth and, finally, as helping to create the 
necessary conditions for fundamental struc- 
tural changes in Australian society. “Land 
deprivation led to our illness and degradation. 
Health and the regeneration of our people, 
with community-controlled health coopera- 
tives as the springboard, will lead us through 
the full cycle back to land repossession... .’’* 


There are now 27 Aboriginal community-con- 
trolled health services in urban and rural areas. 
About half receive no government funding and 
rely on voluntary donations. These services 
provide an alternative curative and, in some 
cases, preventive health service to over 65% 
of the official Aboriginal population of 
Australia. They have generally been initiated 
by a local community, have developed spe- 
cialized structures controlled by that com- 
munity and are mainly staffed by Aboriginals. 
They reflect the felt needs of Aboriginals, who 
will often travel hundreds of kilometres to 
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Community-controlled Aboriginal Medical Services 
1972-1982 


be treated at these services. Characteristic 

features of these services are: 

— They ensure that Aboriginal health workers 
take an active and responsible part in run- 
ning the service and advance in skills and 
responsibility as quickly as possible. 

— They cooperate with traditional healers 
and reintroduce indigenous medicines and 
practices. 

— They provide a culturally familiar at- 
mosphere which allays the fears of 
Aboriginals about health services and thus 
ensure earlier first contact and treatment of 
minor illness before it becomes more 
serious. 

— As a result in part of peer-group informa- 
tion-sharing and recommendation, they 
heighten the awareness and involvement 
of Aboriginals in their own health needs 
and programmes. 


The Aboriginal Health Worker, Vol 6, No 2, June 1982 


Aboriginal health worker takes patient to have his 
dressing changed 
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— They can be restructured according to 
community wishes or needs, e.g., in 
response to residential or organizational 
shifts in the community. 

— They develop to serve a true community 
rather than one defined by an outside agen- 
cy which does not reflect family, clan or 
tribal affiliations. 

— They respond immediately to emergency 
needs, unhampered by the bureaucratic 
delays which characterize a centralized, 
hierarchical organization. 

— They carry out preventive and health pro- 
motion/education activities. 

— They provide education not only to 
Aboriginal health workers, but also to 
medical, community health, social work 
etc., students from outside teaching in- 
stitutions. 


The oldest Aboriginal community-controlled 
medical service is the Sydney Aboriginal Medi- 
cal Service which opened in an inner-city area 
in July 1971. The driving forces were two 
Aboriginals, Gordon Briscoe and Shirley Smith 
(“Mum Shirl’). From initially operating a 
voluntary service a few hours per week, the 
AMS was so popular that it soon became a 
full-time service. It has an Aboriginal govern- 
ing body, administrative and clerical staff 
although medical staff are still not entirely 
black. The service has cut Aboriginal child 
malnutrition in the area by 90% in three years. 
It treats drug and alcohol addicts. The second 
such community-controlled service was 
established in Melbourne in 1973. (See box 
below.) 


Established in 1973 as a cooperative by the black 
community of Melbourne the Victorian Aborig- 
inal Health Service (VAHS) began with volunteer 
workers and operated for ten months without 
funding. The cooperative has a board of seven 
Aboriginal directors, selected by the Aboriginal 
community at the annual general meeting. The 
service is operated, managed and staffed entirely 
by Aboriginals with the exception of the medical 
and dental professionals (there are no Aboriginal 
graduates in these professions). The staff thus 
have an intimate knowledge and experience of the 
health and other problems faced by their com- 
munity. The health workers are also familiar with 
the current language of the Aboriginal sub- 
culture. There are no race or social class or 
cultural differences between those providing the 
service and those they serve. All work is done on 
a team basis by Aboriginals and non-Aboriginals, 


professionals and non-professional staff. The 
VAHS has a wholistic approach to each patient; 
every person is received and treated in a way that 
the whole person with his/her multiple problems 
and needs is taken into account. Bureaucratic in- 
flexibility has been removed and the service pro- 
vides a 7-days-a-week, 24-hours-a-day call ser- 
vice, in sharp contrast to state health services. 
Care is provided free of charge and the cost of 
medicines has also, until recently, been borne by 
the service. 


The VAHS sees itself as an Aboriginal-controlled 
survival programme. Believing that the ultimate, 
all-encompassing answer to the so-called Aborig- 
inal problem is land rights, to alleviate Aboriginal 
ill-health can only, it is believed, be a “band-aid” 
measure. Land rights would give Aboriginal peo- 
ple economic independence, true self-determina- 
tion and, thus, control of the resources and 
facilities necessary to solve their own health prob- 
lems. However, until land rights are a reality, com- 
munity survival must be ensured by providing a 
reasonable standard of health care. 


With the immediate aim, therefore, of providing a 
high standard of primary and preventive health 
and dental care to all Victorian Aboriginal people, 
the VAHS provides the following services: 

— A health and dental clinic 

— An under-fives’ clinic 

— An obesity clinic 

— An audiometric service. 
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— A hearing programme (screening and follow- 
up, including speech therapy and liaison with 
the state eye and ear hospital). 

— Regular specialist (paediatric, ophthalmologi- 
cal, gynaecological, obstetric, ENT, surgery, 
nutrition and physiotherapy) clinics. 

— A mobile dental clinic responsible for all Vic- 
torian and some southern NSW Aboriginal 
people. 

— Weekly mobile medical clinics to at least ten 
Victorian country centres with large Aboriginal 
populations. 

— Specific health and dental care, advice and 
assistance to individual Aboriginal com- 
munities, at their request. 

— The VAHS is currently operating a 9-month 
health worker education programme for 
26 Aboriginal health workers in medicine, the 
politics of health, community organization and 
communications. The: programme is held at 
a study centre and through placements in 


Aboriginal organizations and other medical in- 


stitutions. (Submissions went to all state and 
federal departments with responsibility for 
Aboriginal affairs. None provided any funding 
and, eventually, funds were obtained from a 
private source.) 


In addition to the above “conventional” services, 
the VAHS carries out a wide range of health- 
related community support and development 
activities, which include: 

— Occupational therapy and _ skills extension 
training for disabled people, chronically un- 
employed people and alcoholics. 

— Child placement in emergency situations. 

— Clothing distribution and food parcels for 
emergencies. 

— Funeral fund programme to assist economically 
deprived Aboriginal families to bear the costs 
of funerals. 

— Transport to the source of primary health care 
and to appointments with specialists and 
paramedical workers. 

— Home visits to encourage people to come to 
the service to be treated early (secondary 
prevention). 

— Follow-up of individual cases after leaving 
hospital, or seeing specialists to make sure 
they follow their treatment. 

— Functioning as a welfare rights organization in 
making people with particular needs aware of 
their rights (e.g., sickness benefits, unemploy- 
ment benefits, etc.) In this way, the service 
plays a role as an interface between its users 
and the formal health, welfare and other 
systems in the wider society. 

— Providing a model of Aboriginal achievement for 
Aboriginal adolescents and adults. Aboriginal 
people working as secretaries, administrators, 
nurses, liaison officers and directors provide 


models important in sustaining the self-esteem 
of individuals and the community. 

— Functioning as a social and information centre. 
The socializing activity which takes place in the 
waiting rooms, where people drop in for many 
purposes other than health care, reflects the 
tradition of wide kinship involvement and is 
an important therapeutic process in itself. Ex- 
amples of this function are: many homeless 
Aborigines in the surrounding inner-city area 
receive their mail at the service, use the shop- 
front waiting room as an alternative refuge to 
hotels, leave and pick up parcels, make ar- 
rangements for social and sporting functions, 
talk about social and community problems. For 
homeless people, the service is one of the few 
places off the street where they can rest, 
shelter and be with their friends. 


Funding difficulties have been a continual source 
of frustration for Aboriginal medical services in 
general and the VAHS in particular. A financial 
crisis struck the VAHS in 1979 and again in 1981 
and the service was on the verge of being forced 
to close down. Some of the reasons for its debt 
were a rapidly rising patient load, escalating costs . 
and its choice not to charge patient fees. 


Funding difficulties have plagued the Aborig- 
inal community-controlled health services. 
While government publications extol their ef- 
fectiveness, many services are forced to 
divert energies to remaining financially viable. 
State government Aboriginal health program- 
mes have been funded yearly in advance with a 
minimum of fuss. Aboriginal-controlled ser- 
vices have been invariably funded quarterly in 
arrears. There have been instances of having 
to borrow dressings and drugs from suppliers 
and of entering into free supply arrangements 
with government services to tide them over 
crisis periods. 


A proposal for a National Black Health Pro- 
gramme of community-controlled health ser- 
vices for Aboriginals and islanders in each of 
the 35 Aboriginal Conferences was submitted 
by NAIHO in 1979, following ratification at a 
meeting of elected representatives of all black 
community-controlled health services with ap- 
propriate professional service personnel. The 
proposal requests direct government funding 
as a less expensive alternative to grants to the 
states for Aboriginal health care. It suggests 
that savings in real money and in human terms 
could be realized immediately through: 

— early presentation for medical assistance; 
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— fewer medical staff doing more work (bas- 
ed on the provision of 2.5 doctors per ser- 
vice, the actual number varying according 
to the size, needs and desires of the com- 
munity. On the basis of past experience, 
it is calculated that each doctor would see 
an average of 30 patients per day over a 
5.5-day week.); 

— support systems and preventive program- 
mes devised and implemented by the com- 
munities and paramedical, maternal and 
child health and welfare services provided 
by black health and field workers; 

— raising awareness about, and thus increas- 
ing the rational use of, other existing health 
services such as hospitals; and 

— providing drugs and supplies directly to pa- 
tients rather than through National Health 
Service prescriptions." 


CONCLUSION 


For Aboriginal Australians, as for many other 
indigenous peoples the world over, the oc- 
Ccupation of their land by another people has 
meant illness and death. Today, 200 years 
after the arrival in Australia of white people, 
the indigenous people are still suffering the ill- 
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effects of continuing dispossession and dis- 
crimination. The latter takes many forms, 
among which are pressure to assimilate, 
paternalism, inequality in access to health 
care, housing, education and employment. 
For some Aboriginals, the way back to health 
is clear. It lies through regaining their own per- 
sonal and collective autonomy and identity —a 
battle that will be won only when they regain 
possession of their traditional lands. In the 
meantime, however, community | survival 
must be ensured by providing a reasonable 
standard of health care and this can happen 
only if Aboriginals control their own health 
services. At the same time, such self- 
determination in health care provides an im- 
petus for self-determination in other spheres 
and is thus helping to create the necessary 
conditions for structural changes in Australian 
society as they concern Aboriginals. In their 
struggle, they are supported by many con- — 
cerned individuals and groups within and out- 
side Australia, among whom are a number of 
churches “‘The descendants of the oldest 
known, continous living culture will not die 
out. Their future situation will act as a reflec- 
tion and as a form of quality control on the 
moral health of the rest of Australia’’.' 

a 
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CMC NOTES 


A catalogue of leprosy training courses be- 
ing offered during 1983 in a number of cen- 
tres —members of the International Federation 
of Anti-Leprosy Associations (ILEP)—in Africa, 
Asia, Europe and the US, is now available. 


Requests for the catalogue, and inquiries 
should be addressed to: 


ILEP Coordinating Bureau 


234 Blythe Road 
London W14 OHJ / UK 


Ae oe Ae 


oO The University of Manchester Department of 


Adult and Higher Education is conducting a 
course on Education for Primary Health 
Care. Scheduled for 6 June to 15 July 1983, 
the course is designed as much as possible to 
meet the individual needs of participants who 
are educators and administrators involved in 
primary health care in Third World countries. 
Topics include the background to health care 
in under-developed countries, the need for a 
new model of health care provision, and ap- 
propriate pedagogical srategies. The role of 


the village-level worker and of an’ adequate. 


referral system will be examined. Primary 
health care is situated in the context of in- 
tegrated rural and urban development, and 
related to people’s participation in develop- 
ment. A major resource in the course will 
be the experiences of the participants them- 


selves from their different backgrounds and 
work situations. 


For further details, please contact: 


Mr C.T. Davies 

Short Courses Director 

Department of Adult & Higher Education 
The University 

Manchester M13 9PL / UK 


ae ae * 


The Graduate School of Public Health at San 
Diego State University is now accepting ap- 
plications from physicians interested in a 
career in maternal and child health for its 
MCH Training Program. The programme, 
which begins in August 1983, lasts 
9 months. Considerable effort is made by the 
faculty to assist each student in career plan- 
ning. A Master of Public Health degree is 
awarded. 


Inquiries should be addressed to: 


Dr Helen Wallace 

Professor & Head, Div. of MCH 
Graduate School of Public Health 
San Diego State University 

San Diego, CA 92182-0405 
USA 


Health and development workers interested in 
the relationship between Community Dev- 
elopment (CD) and Primary Health Care (PHC) 
will be interested to learn that the Communi- 
ty Development Journal—an international 
forum for community workers published in the 
UK — plans to bring out a special issue on CD 
and PHC in April 1983. This issue will cover 


to the current body of knowledge of both 
areas. 


Annual subscription rate: £11.—; $ 24.— 
Inquiries and requests for the regular journal 


and the special CD/PHC number should be ad- 
dressed to: 


the successes and failures, present trends and 
constraints, joint activities and plans for future 
cooperation between the two fields. The line- 
up of authors and papers promises to add a 
significant number of new insights and ideas 


Journals Manager 

Community Development Journal 
Oxford University Press 

Press Road, Neasden 

London NW10 / UK 


Notice to CONTACT Subscribers re address 
changes 


When advising us of any change or correction to 
your address, please do not forget to send us one of 
our old mailing labels on which your old, or incorrect, 
address appears. This makes updating/correcting 
your address a much easier task for us. Thank you. 


CONTACT is the periodical bulletin of the Christian Medical Commission, a sub-unit of the World Council of 
Churches. It is published six times a year and appears in four language versions: English, French, Spanish and 
Portuguese. Present circulation is in excess of 23,000. The papers presented in CONTACT deal with varied 
aspects of the Christian communities’ involvement in health, and seek to report topical, innovative and 
courageous approaches to the promotion of health and integrated development. 


The editorial committee for CONTACT consists of: Stuart Kingma, Director and Editor, Miriam Reidy, Editorial 
Assistant and Heidi Schweizer, Administrative Assistant. The rest of CMC staff also participate actively in 
choosing topics for emphasis and the development of materials: Eric Ram and Cécile De Sweemer, Associate 
Directors, Jeanne Nemec, Secretary for Studies, Melita Wall, Consultant. Fernande Chandrasekharan, 
Secretary, is responsible for the CONTACT mailing list, assisted by Valerie Medri and Minnie Carles-Tolra, 
Secretaries. CONTACT is printed by Imprimerie Arduino, 1224 Chéne-Bougeries/Geneva, Switzerland. 


CONTACT is available free of any subscription payment, which is made possible by the contributions of 
interested donors. In addition, regular readers who are able to make a small donation in support of printing and 
mailing costs are encouraged to do so. 


Certain back issues are available on request. A complete list of these is published regularly and appears in the 
first issue of each year in each language version. Sets of selected back issues or bulk orders of a particular 
issue going to industrialized countries will be charged at SFr. 1.— per copy plus postage. 


Articles may be freely reproduced, providing appropriate acknowledgement is made to: “CONTACT, the 
monthly bulletin of the Christian Medical Commission of the World Council of Churches, Geneva.” 


